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Health consumption expenditures per capita, U.S. dollars, PPP
adjusted, 2020 or nearest year

United States

Switzerland $7,138
Germany $6,731
Metherlands $6,299
Austria %$5,899
Sweden $5,754
Comparable Country Average
France $5.564
Belgium $5.,458

Canada $5,370

United Kingdom $5.268

Australia $4,919

Japan $4,691

Motes: U.5. value obtained from National Health Expenditure data. Data from Australia, Belo’
and Switzerland are from 2015%. Data for Australia, France, and Japan are estimated. Data f
Germany, Netherlands, and Sweden are provisional. Health consumption does not inclu”
structures, equipment, or research.

Source: KFF analysis of National Health Expenditure (NHE) and Petery
OECD data M



ANNUAL ECONOMIC TOLL !

etoeens ) D §363B

$216B $147B total cost to
in direct cost in lost productivity U.S. health system

I $174B

cost of
cancer care

visbetes ) | N D $327B

$237B $90B total cost of
in direct costs in lost diagnosed diabetes
productivity Source: CDC, AHA

https://www.visualcapitalist.com/sp/the-high-cost-of-chronic-diseases-worldwide/




HEALTH SPEND US$

FIGURE 1. Total average health spend and contributors to cost by number of chronic conditions
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Front. Public Health, 21 January 2021 Sec. Health Economics https://doi.org/10.3389/fpubh.2020.607528
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AACR CANCER DISPARITIES
PROGRESS REPORT 2020

Achieving the Bold Vision of Health Equity for Racial and
Ethnic Minorities and Other Underserved Populations

AACR.org AAC American Assoclation
CancerD: Progs t.org for Cancer Research
#CancerDisparitiesReport FINDING CURES TOGETHER"

DECLINE IN DISPARITY FOR OVERALL CANCER DEATH
RATE BETWEEN AFRICAN AMERICANS AND WHITES

1990

Trends in Cancer Death Rates

g

2

—

IN THE SPECIFIED U.S. RACIAL OR ETHNIC POPULATION GROUP

NUMBER OF CANCER DEATHS PER 100,000 PEOPLE OF ALL AGES

o &

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2071 2012 2013 2014 2015 2016 2017

. American Indians/Alaska Natives . Asians/Pacific Islanders . Hispanics African Americans



FIGURE 7 Framework for Assessing Economic Costs of Cancer Health Disparities
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?Stage IV cancers may have lower cost than Stage Il and IIl cancer

Economic Costs of Cancer Health Disparities: Summary of Meeting Proceedings 27

Patient and Family

I HROL - Health Related Quality of Life




Populations at Greatest Risk

=Racial/Ethnic Minorities

"Rural vs. Urban

=Adolescent/Young Adult
=Geriatric/Older Adult Populations
*LGBTQ+/Sexual & Gender Minorities

"The differently abled
Lower Socioeconomic Status




Social Determinants of Health (SDOH)

Economic Neighborhood Community
Stability and Physical Education and Social
Environment Context

Hunger Social
integration
Access to
healthy Support
options systems
Community
engagement
Discrimination
Stress

Health Care
System

Health
coverage

Provider
availability

Provider
linguistic and
cultural
competency

Quality of care

-Beyond Health Care: The Role of Social Determinants in Promoting Health and Health Equity; 2018 KFF


https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
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The Health System and SDOH

( DETERMINANTS OF POPULATION HEALTH )

/- Cgenes & blology)
Gealth behavlora

social/societal
characteristics

(o) — CZED

http://www.cdc.gov/socialdeterminants/

Socioeconomic&

political context

Governance Material circumstances g Distribution

_ of health
Social cohesion - and well-being
Policy == Psychosocial factors B3 I
('\g:cc::ﬁ?::u':;c' Behaviors -+
!
Cikirtiand Biological factors -
societal norms
and values

SOCIAL DETERMINANTS OF HEALTH AND HEALTH INEQUITIES

_

Source: Amended from Solar & Irwin, 2007

Health Care System
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ADVOCACY: The National Level
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Legislation

* CONNECT for Health Act (H.R. 2903/S. 1512) and the
Telehealth Modernization Act (H.R. 1332/S. 368) —
Improve telehealth availability

* DIVERSE Trials Act (H.R. 5030/S. 2706) — Increase access
to clinical trials

» Safe Step Act (H.R. 2163/S. 464) — Ensure access to
qguality cancer care




ADVOCACY: The State Level
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Status of State Medicaid Expansion Decisions

[l Adopted (39 States including DC)
[C] Not Adopting At This Time (12 States)

NOTES: Current status for each state is based on KFF tracking and analysis of state activity. See link below for additional state-specific notes. I(FF

SOURCE: “Status of State Action on the Medicaid Expansion Decision,” KFF State Health Facts, updated September 20, 2022.
https:/iwww kff ora/health-reformistate-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/
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JOURNAL OF CLINICAL ONCOLOGY

COMMENTS AND CONTROVERSIES

Eliminating Racial Disparities in Colorectal Cancer
in the Real World: It Took a Village

Stephen 5. Grubbs, Delaware Cancer Consortium, Dover, and Helen F. Graham Cancer Center, Neweark, DE

Blase M. Polite, The University of Chicego, Chicago, I

John Camey Jr, US House of Representatives, Washington, DC

William Bowser, Delsaare Cancer Consortium, Dover, DE
Jill Rogers, Delaware Dnasion of Public Health, Dower, DE

Mora Katurakes, Delaavare Cancer Consortium, Dover; and Helen F. Graham Cancer Center, Newark, DE

Paula Hess, Delawere Cancer Consortium, Dowver, DF

Electra 0. Paskett, College of Medicine and Comprehenave Cancer Center, Chio State University, Columbus, OH

Colorectal cancer (CRC) s the third most common cancer in the
United States, with more than 102,000 new patients diagnosed per
vear.! It is, however, one of the few cancers that is highly preventable
through the use of routine screening,® which can also prevent death
resufting from CRC.™ CRC i also one cancer that continues to

domnnctrats widlemane inmAdeonre aned ol dhonambos hodhecson

both timely resobotion of abnormeal Andings and mittation and comgle-
tion of therapies and three, use patient navigation to promote aocess 1o
screening and proper care. Unbeknownst bo Bobbans et ol or Paskett, st
such anexperiment was tmnder way in the stabte of Debaware, Incorporating
thoco thooo dore I Fhic hnof romned e dormenmedirate whesdt mn hanmen




Articles = Search Q

REVIEW ARTICLE

Improving Equity in Cancer Care in the Face of a Public
Health Emergency

Karen M. Winkfield, MD, PhD,*1} and Robert A. Winn, MDY

Abstract: Cancer health disparities have been well documented among

different populations in the United States for decades. While the cause of

these disparities 1s multifactorial, the COVID-19 pandemic has highlighted
the structural barriers to health and health care and the gaps in public health
infrastructure within the United States. The most long-standing inequities
are rooted in discriminatory practices, current and historical, which have
cxcluded and disenfranchised many of the most vulnerable populations

The COVID-19 pandemic has shed significant light on the
SDoHs—the conditions in which people work, live, and play”
and how they contribute to health status. The 1ssues are not new
and have been routinely discussed in the literature.!” '? Perhaps
it is the high visibility of the disproportionate impact of COVID-
19 in communities of color or simply the fact that many systems
shut down during the pandemic that has sparked renewed interest
m addressing the 1ssues. Independent of the why. the time 15 now

The Cancer Journal: 3/4 2022 - Volume 28 - Issue 2 - p 138-145 doi: 10.1097/PP0.0000000000000590



Connecting the history of
housing discrimination and
segregation to the political
and social issues of today.

Explore the history.
Share your perspective.
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Development of an Actionable Framework to Address Cancer Care
Disparities in Medically Underserved Populations in the United States:
Expert Roundtable Recommendations

Stakeholders who implement
this framework.

i (
|

n

Health care |leaders, patient advocate groups,
community outreach leaders, community-
based organizations, lay, nurse and clinical

navigators, researchers, industry, govt and policy
leaders

o %
Screening Diagnosis

Treatment

Medically underserved
populations.

Racial/ethnic minority groups, rural populations,
aged, adolescent/young adult], LGBTQ,
differently-abled, immigrants and refugees, and
under and uninsured communities.

Community Engagement
Patient Navigation

Survivorship Health Equity

Funding Support

Education and Training

Clinical Trials

Winkfield KM et al,, Journal of Oncology Practice. Jan19, 2021.0pen access and online@ https://ascopubs.org/journal/op




Development of an Actionable Framework to Address Cancer Care Disparities in Medically

Underserved Populations in the United States: Expert Roundtable Recommendations

- Key Findings: High Impact Practices - Priority Actions Between CCC Domains -

Community Engagement

Patient Navigation

Screening Diagnosis Treatment Survivorship " Health quity
(DX) (TX)

!

Clinical Trials

Community Engagement

- Engage non-traditional stakeholders « Build advocacy coalitions « Engage patients
through trusted community partners « Leverage Technology and engagement platforms

Patient Navigation (PN)
« Standardize best practices for lay navigation (focus on DX through Survivorship)

» Include PN in cancer TX guidelines, clinical trial protocols, CMM| and clinical care teams
« Establish community-academic partnerships to support PN « Enhance/Ensure
reimbursement; emphasize and coordinate PN efforts across institutions

Health Equity

« Implement the HHS action plan to reduce racial and ethnic health disparities « Build
addressing SDOH impact into accreditation programs with teeth » Develop health equity
scorecard for health systems « Build capacity for trusted community engagement

Funding Support

Screening to Diagnosis

« Add patient
navigators to
identify, and
address barriers
Assess SDOH before
firstappt with
provider
Focus on
information thata
patient needs that
day
Ensure that
patients have
access to a portal
and know what to
do next
Provide cancer
screening services,
use mobile units to
reach communities
Ensure systems are
built within EMRs to
enable active follow
up (by PN) of
abnormal screening
results
- Systematically
implement shared

Diagnosis to Treatment

Develop PN
practices across
institutions that
ensure "warm hand
offs”

Critical: Same
trusted PN is
needed from
screening through
treatment

Track patients
through second
opinion to ensure
follow up

Metric tracking of
days from DX to TX
must trigger active
outreach

Focuson
measurements with
data/IT systems;
entire care team
needs to understand
their roles

Provide patients
with oncology
urgent care
services for common

Treatment to Survivorship

Establish an
advisory council
with patients and
community leaders
to address local
barriers and
resource needs
Develop community
outreach programs
with a focus on
Survivorship

Build and expand on
partnerships with
community leaders
and Community
Health Workers to
provide training
resources

Winkfield, et al. JCO Oncol Pract. 2021 Jan 18:0P2000630. doi: 10.1200/0OP.20.00630
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Medical

Reception Assistant

Patient-
ce nte e d Patient Care
care

Coordinator | Provider

Team
Assistant Clinical
Behavioral § Pharmacist
Health

https://virginiagarcia.org/what-we-do/patient-centered-care/



Your Advocacy Matters

e Get to know the issues
e Understand the social context
e |dentify care gaps in your community

e Policy Matters!!
e Resource allocation decisions:

e Political, economic, and social
systems

¢ |nstitutions
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